Vestibular evoked myogenic potentials (VEMPs) are used to objectively evaluate function and dysfunction of the vestibular system, specifically the sacullo-collic pathway (mainly, with the use of cervical VEMPs (cVEMPs)) and the utriculo-ocular pathway (mainly, with the use of ocular VEMPs (oVEMPs) (Colebatch et al., 1994; Rosengren et al., 2005 Rosengren et al., , 2009 Iwasaki et al., 2007; Todd et al., 2007; Zhang et al., 2011) . Together with other paramedical examinations, notably the caloric test and the video head impulse test (vHIT), all parts of the vestibular labyrinth may now be objectively and quantitatively examined. Otoneurological applications have been extensively established. However, their applications with regards to neurological disorders have not been studied to the same extent, and this includes their involvement in the management of peripheral neuropathies.
Symptoms related to the sense of orientation, with regards to either the vestibular, visual or proprioceptive system, or a combination of these three, are frequently encountered in peripheral neuropathies. Several studies have been performed looking at selective aspects of the vestibular system in specific polyneuropathies, however a paper published in this issue of Clinical Neurophysiology took a more detailed look at vestibular involvement in several types of polyneuropathies using not only caloric testing and the vHIT (among other examinations), but also using cVEMPs and oVEMPs (Blanquet et al., 2018) . Conditions examined were specifically of the inflammatory type and included chronic inflammatory demyelinating polyneuropathy (CIDP), Guillain-Barre Syndrome (GBS), anti-MAG neuropathy and multifocal motor neuropathy (MMN). Vertigo was reported by 5 of the 21 patients (23.8%) with a disease duration ranging from 2 weeks to 10 years (one CIDP, one MMN and three GBS). Ataxia was noted in a further two patients (9.5%), both with anti-MAG neuropathy (9 and 13 years duration respectively). However, the percentage of abnormal paramedical examinations was larger than this, with semicircular canal hypofunction in 43% of patients and 57% with otolith hypofunction. The authors concluded that, although impairment of vestibular end-organs was frequent, it was usually mild and does not support routine vestibular testing in inflammatory neuropathies although this may be considered in selected cases.
However, there are several reasons why one may want to determine if imbalance in stance/gait in inflammatory neuropathies is due to vestibular dysfunction. One is the possible application of vestibular rehabilitation therapy (VRT), which represents a group of exercises that aims to maximize central nervous system compensation following vestibular pathology, either unilateral or bilateral (Hoffer and Balaban, 2011). VRT has been shown to improve postural stability in patients with vestibulopathy (Hilier and McDonnell, 2011) . Although attractive in theory, no study so far has shown if VRT is beneficial in patients with polyneuropathy with proven additional peripheral vestibular system involvement. Such a study is lacking and we look forward to seeing research in this field in the future.
Cranial nerve involvement in peripheral neuropathies has been reported before, with involvement of the olfactory nerve (Gambelli et al., 2004; Hwang, 2006) , optic nerve (Vilholm et al., 2014; Deak et al., 2016; Koskderelioglu et al., 2016; Mendoza-Santiesteban et al., 2017) , oculomotor nerve (Tamhankar et al., 2011; Greco et al., 2012) , abducens nerve (Saltik et al., 2013; Al-Bustani and Weiss, 2015) , and multiple cranial nerves, such as oculomotor, trigeminal, glossopharyngeal, vagus and hypoglossal (Okuma et al., 2012; Posa et al., 2017) . The vestibular division of the eighth (vestibulocochlear) cranial nerve appears to be unique in that lesions involving this nerve can be compensated for by the brain by increasing the weights of proprioceptive and visual sensory input to what is now known as the vestibular (cerebral) cortex. This is felt to be possible as this part of the cerebral cortex, involving the temporo-parietal cortex (with a right hemispheric dominance), the cingulate sulcus and the opercular-insular region (Kirsch et al., 2016; Ertl et al., 2017; Dieterich and Brandt, 2018) , is not devoted purely to vestibular input, but also associates vestibular information with proprioceptive and visual information (the triad involved with the sense of orientation). Brain plasticity, perhaps involving expansion of brain maps (Papathanasiou et al., 2006) provides more emphasis on the latter two sensory systems to compensate for vestibular information loss. VRT supports this adaptation.
Therefore, if there are selected cases of peripheral neuropathies, as Blanquet et al. in the feature paper indicated, having significant vertigo and ataxia, then it is worthwhile to examine for vestibular dysfunction, with the possibility that vestibular rehabilitation may be useful. But, as stated above, this has not been directly investigated yet. As noted by Blanquet and colleagues, such symptoms may sometimes last for many years and may be incapacitating in
